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Introduction
Spontaneous aortocaval fistula is an abnormal com-
munication between the aorta and the inferior vena
cava in the absence of previous aortic or caval surgery.
Clinical presentation is determined by the size and
position of the fistula and the patient’s ability to
tolerate the haemodynamic effects of arteriovenous
shunting.
We report a patient with spontaneous aortocaval
fistula who presented with priapism, renal failure and
pulsatile varicose veins. To our knowledge, pulsatile
varicose veins have not been previously reported in
this condition.
Report
An 85-year-old male, who had declined elective repair
of an abdominal aortic aneurysm, was admitted with
an eighteen hour history of priapism.
Aspiration of 400 ml of penile blood revealed high
venous pressure and initially reduced the priapism.
However, the priapism soon recurred and the patient
became progressively pale and hypotensive. Intrave-
nous fluids restored normotension and insertion of
urinary catheter revealed frank haematuria with
persistent oliguria. The haemoglobin was 11.7 g/dl,
serum potassium 6.3 mmol/l and creatinine
279 mmol/l.
Vascular surgical review showed a tender abdomi-
nal aortic aneurysm, no bruit and pulsatile varicose
veins in both lower limbs, with pulsatile waveforms
on hand-held Doppler examination (Fig. 1). Computed
tomography scanning showed a 9 cm infrarenal aortic
aneurysm with a double-barrelled appearance of the
iliac vessels, caused by early shunting of contrast into
the iliac veins. (Fig. 2)
The patient gave informed consent for urgent
operation. The aneurysm was exposed through a
midline laparotomy and transperitoneal approach.
Infrarenal and common iliac clamps were applied
and the aneurysm sac was opened. The aortocaval
fistula was apparent as a 2 cm defect, leaking venous
blood, on the inferomedial wall of the aorta, and was
closed directly with 2/0 silk sutures. The aneurysm
was repaired with a bifurcated 22 mm £ 11 mm
gelatin-impregnated knitted Dacron graft (Gelsoft,
Vascutek).
Post-operatively, the haematuria and renal failure
resolved and the patient was ready for discharge 15
days later.
Discussion
Spontaneous aortocaval fistulae are rare and are
estimated to be present in less than 1% of abdominal
aortic aneurysms coming to elective surgery, although
are found in up to 4% of ruptured aneurysms.1 The
presence of an aortocaval fistula is associated with a
perioperative mortality of up to 51%,2 although this
may be reduced by preoperative diagnosis.3
The clinical presentation is determined by the
haemodynamic effect of arteriovenous shunting
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which reduces systemic vascular resistance and
increases systemic venous pressure. Low systemic
vascular resistance increases cardiac output and can
cause high output cardiac failure leading to dyspnoea,
angina pectoris and cardiogenic shock. High venous
pressure can cause priapism, haematuria and rectal
bleeding4 as well as renal failure in the absence of
hypotension.1–5 In this report, incompetent sapheno-
femoral venous valves transmitted the arterial pulsa-
tion in the iliac veins and caused pulsatile varicose
veins.
Spontaneous aortocaval fistula should be suspected
in patients with abdominal aortic aneurysmwith signs
of high cardiac output, renal failure or venous
congestion. Renal failure in these patients may be
reversible and should not be a contraindication to
surgery.
References
1 Ghilardi G, Scorza R, Bortolami G, de Monti M, Loghi F,
Ruberti U. Primary aortocaval fistulas. J Cardiovasc Surg 1994; 2:
495–497.
2 Alexander JJ, Imbembo AL. Aorto-vena caval fistula. Surgery
1989; 105:1–12.
3 Savrin RA, Gustafson R. Spontaneous aorto-caval fistula:
haemodynamic monitoring. J Cardiovasc Surg 1984; 25:88–91.
4 Abbadi AC, Deldime P, Van Espen D, Simon M, Rosoux P. The
spontaneous aortocaval fistula: a complication of the abdominal
aortic aneurysm. J Cardiovasc Surg 1998; 39:433–436.
5 Brewster DC, Cambria RP, Moncure AC, La Muraglia GM,
Geller SC, Abbot WM. Aortocaval and iliac arteriovenous
fistulas: recognition and treatment. J Vasc Surg 1991; 13:253–265.
Accepted 30 March 2004
Fig. 1. Doppler examination of the superficial veins
confirmed arterial pulsation.
Fig. 2. Double-barrelled appearance of the iliac vessels caused by shunting of contrast into the iliac veins.
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